NRS, a 56 year-old white married male originally born in Londrina (Paraná) was admitted to HCFMUSP on 12-08-1987 with a history of repeated fainting spells and sexual impotence. He was originally seen at his home town when he was given antihypertensive drugs because of an increased arterial blood pressure. No improvement was recorded and the patient began to experience pain and muscle weakness in the lower limbs. He was operated on a possible herniated cervical disk two months later. Shortly after he began to show urinary urgency, fecal retention and the fainting spells became more frequent. He was unable to stand up because of a dizziness sensation associated with paleness, nausea, vomiting and mental confusion with sometimes brief loss of consciousness unaccompained by sphincteric cr other motor manifestations. He also referred a dry mouth, muscle wasting, weight loss, dry skin, tremor and a gait disturbance in the last months. His past medical records were unremarkable. A family history of fainting spells in two daughters after vigorous exercice was obtained. At admission his physical examination yielded a somewhat anxious man. His skin was pale and dry. Supine blood pressure was 18/11 cmHg with a pulse rate of 84 bpm. After standing up for two minutes his blood pressure was 13/9 cmHg. In 5 minutes he began to feel dizzy becoming confused, his sk'.n became paler and recorded
blood pressure was 0/0 cmHg -with a pulse rate of 88 bpm. Prompt relief was achieved at the supine position. The remaining of his physical examination was unremarkable. His neurological examination yield a cerebellar syndrome with action tremor, past pointing predominating in left arm; a pyramidal syndrome characterized by decreased muscle power predominating in the lower limbs, hyperactive deep tendon rellexes with Babinski reflex and Hoffman f-ign bilaterally present and an ankle clonus; a frontal syndrome characterized by hyperactive nasopalpebral, ororbicular, palmomentual reflexes; an autonomic syndrome characterized by sexual impotence of th© coeundi type, a neurogenic bladder, decreased sweating and intestinal obstipation. Fundoscopic examination as well as pupillary reflexes were normal. > routine laboratory survey disclosed a hemoglobin of 10.4 g/dl a RBC of 3870000 cells7mm3, WBC of 7900 cells/mm3 and 200000 platelets/mm3. BUN was normal, Na of 135mKq/l and K of 3.5mEq/l and a fasting glucose of 83ttig%. Serum protein electropho resis, plasma Cortisol, thyroid hormones, hepatic enzymes assay were normal. CSF analysis with protein electrophoresis and reations for syphilis, neurocysticercosis were negative. An urine culture was positive for «Pseudomonas aeruginosa». A chest film and an EKG were normal. A CT scan was performed with no abnormal findings recorded. An entire night sleep record was obtained and the results are as follows: a sleep efficiency of 62% with a marked reduction of REM sleep. Apneas of the central type were recorded throughout the night lasting from 10 to 23 seconds with no change in heart rate during or after the apneic periods. The patient was requested to wear elastic stockings and was put on a combination of 150 meg/day of 9-alpha-fluor-hydrocortisone, 0.8 meg/day of clonidine and 150 mg/day ergot alcaloid. He became able to stand up again with a blood pressure of 7/4 cmHg attended by a heart rate of 140 with no symptoms of decreased cerebral flow. a benign one with better prognosis and is invariably unattended  by other somatic neurological symptoms 1,2,29,30,32, Only a few reports have so It is our belief that the autonomic dysfunction present in the reported patient could be an underlying cause for the sleep finding.
COMMENTS
It is well known that in Shy-Drager syndrome there is a widespread neuronal loss in the pigmented brain stem nuclei such as substantia nigra, locus coeruleus and vagal dorsal nucleus 1,26,29,30,33,34 . it is also known that the locus coeruleus is involved in the generation and mantainance of REM sleep 6 
